During the past 20 years we have witnessed great advances in clinically controlling hypertension as evidenced by a drop in cerebrovascular mortality. However, even today special populations encounter multiple barriers hindering access to health care for chronic disease management. In response to such problems a specific case management project centering on hypertension therapy was designed and implemented in the Mississippi Delta to overcome such barriers as provider maldistribution, low educational levels, low socioeconomic status and lack of transportation. In this model indigenous caseworkers were hired and trained and placed in 13 rural primary care sites. Four-year outcome data demonstrate that this model was health and cost effective. Specifically, the repeated measures on over 800 patients at the end of the four years showed a significant (p Ͻ0.05) reduction in: emergency room use; patient hospital nights; number of client sick days and bed days; and the use of multiple primary care providers. The above evaluation also found a significant (p Ͻ0.05) increase in: patient knowledge about hypertension; overall quality of life assessment; and in the proportion of clients achieving a controlled blood pressure. Programs tailored to fit such populations can be effective in overcoming barriers to care resulting in positive health outcomes for the participants.
During the past 20 years we have witnessed great advances in clinically controlling hypertension as evidenced by a drop in cerebrovascular mortality. However, even today special populations encounter multiple barriers hindering access to health care for chronic disease management. In response to such problems a specific case management project centering on hypertension therapy was designed and implemented in the Mississippi Delta to overcome such barriers as provider maldistribution, low educational levels, low socioeconomic status and lack of transportation. In this model indigenous caseworkers were hired and trained and placed in 13 rural primary care sites. Four-year outcome data demonstrate that this model was health and cost effective. Specifically, the repeated measures on over 800 patients at the end of the four years showed a significant (p Ͻ0.05) reduction in: emergency room use; patient hospital nights; number of client sick days and bed days; and the use of multiple primary care providers. The above evaluation also found a significant (p Ͻ0.05) increase in: patient knowledge about hypertension; overall quality of life assessment; and in the proportion of clients achieving a controlled blood pressure. Programs tailored to fit such populations can be effective in overcoming barriers to care resulting in positive health outcomes for the participants. Erectile dysfunction (ED) affects over 30 million men in the United States, profoundly affecting their quality of life. Although cigarette smoking and hypertension are well established risk factors for ED, the effect of cigarette smoking on ED has not been previously quantified among men in a primary care setting. We gathered information on 59 men (mean age 59 Ϯ 12 years) with essential hypertension who were patients of the Family Practice ambulatory care unit of the Wake Forest University School of Medicine. The sample was approximately 29% African American, and the mean duration of diagnosed hypertension was 11.1 years. Information was gathered by self-report regarding health history, including medication use and history of cigarette smoking, psychosocial orientation (affect and stress) and a 64-item symptoms checklist. ED was assessed as part of the checklist by response to the question, ЉWithin the past month, have you had impotence or difficulty with erections?Љ Serum lipids, insulin and glucose were also assessed from a blood draw after a 12-hour fast. Overall, 15 men (25.4%) were classified as having ED. Men with and without ED did not differ significantly by age, duration of hypertension, blood pressure, fasting insulin or cholesterol levels, and measures of psychosocial stress and affect. Prevalence of former and current smoking was higher among men with ED (45.0% and 47.4%, respectively) compared to men without ED (34.1% and 13.6%, respectively, p Ͻ 0.005). Clinical symptoms were almost twice as high among men with ED compared to men without ED (7.1 Ϯ 4.4 vs. 3.6 Ϯ 3.7, p Ͻ 0.005). After adjusting for age, mean arterial pressure, duration of diabetes and blood pressure medications, the adjusted odds for ED among current smokers was 26.8 (95% confidence interval 2.74 -262), and 10.7 (95% CI 1.20 -96.3) for former smokers. The adjusted odds for ED among patients with Ն 5 clinical symptoms was 19.0 (95% CI 1.89 -209). Despite the small sample size, these data indicate a significant adverse effect of cigarette smoking on ED, even among former smokers and after controlling for other risk factors, and may provide additional motivation among hypertensive men to quit smoking. The purpose of the study was to estimate the prevalence and determinants of distinct patterns of left ventricular remodelling in hypertensive patients in St.Petersburg population.
A population-based sample of 434 randomly selected essential hypertensives (174 male and 260 female) from outpatient clinic in St.Petersburg without concomitant diseases was studied. Echocardiography was performed at the same laboratory and analyzed by a single observer. Left ventricular mass index and relative wall thickness were calculated to determine LV geometry pattern.
The prevalence of left ventricular hypertrophy (LVH) was 58% (26% for concentric and 32,3% for eccentric one). It was higher in females (63,1 vs 53,4%), and progressively increased with age in both sexes. The presence of obesity, in particular android, increased the prevalence of LVH up to 63%. Concentric remodelling was diagnosed in 6,4% and only 35,3% of patients had normal LV geometry. In the whole group the eccentric LVH was more frequent. Male gender, blood pressure level, and waist to hip ratio were major factors increasing the proportion of concentric hypertrophy.
The present study support the notion that eccentric hypertrophy is the most frequent structural abnormality in essential hypertension. The pattern of LV geometry seems to be determined by the level of systolic wall stress, gender, and obesity type. Objective : The annual incidence of hypertension (HT) in developed countries is unknown. Thus we have studied this in the French working population. Methods : 50 occupational health doctors representing different economic regions included 400 to 800 employees at random. In 1998, the blood pressure (BP) was measured 3 times at one minute intervals after 5 minutes seated at rest. A verified sphygmomanometer was used. If the mean of the 3 measures was Ͼ140 (SBP) or Ͼ90 mmHg (DBP) a further measure was performed after one month. All subjects were seen again between 6 and 18 months by the same doctor and BP was measured in the same manner. Incident cases were those who had a normal BP initially or after repeat measurement in 1998 and whose BP was Ͼ 140 or Ͼ90 mmHg at one month in 1998 or who had been given anti-hypertensive treatment since the initial visit. Analysis : Incidence by age and sex was calculated by the classical method of cases per year .
Results : of 29 610 subjects entered into AIHFP, 16 943 participated in the incidence study and 446 became hypertensive. Of the subjects not included in the incidence study 6533 were prevalent cases and 6134 were not seen at follow up because of change of occupational health doctor in 53.6% and because of job transfer, quitting, retirement, or loss of job
